A 39-year old female with a history of Type 2 Diabetes for the last two years was admitted with progressively worsening shortness of breath, nonproductive cough and right sided pleuritic-type chest pain of two-days. She was a non-smoker and denied history of fever, night sweats, or tuberculosis exposure. She had lethargy, loss of appetite and unexplained loss of weight over the last month. She denied a history of haemoptysis, orthopnoea, paroxysmal nocturnal dyspnea or leg swelling.
On examination, she was average built and afebrile. However, she was dyspnoeic with respiration rate of 28 breaths per minute and peripheral oxygen saturation was 95% on room air. She was not pale and her heart rate was 126 beats per minute with blood pressure of 115/78 mmHg. Her jugular venous pressure was not elevated but her heart sounds were soft and no pericardial friction rub could be heard. There was a right sided moderate pleural effusion with no evidence of mediastinal shift. No cervical or generalised lymphadenopathy or organomegaly observed.
The possibility of tuberculosis or malignancy complicated with pleural and pericardial effusions was considered. ECG showed sinus tachycardia with low voltage complexes. Urgent inward ultrasound scan ( Figure 1 ) done by junior doctors in the medical team showed a significant pericardial effusion with mild right atrial collapse. The inferior vena cava was non collapsible.
Initial investigations revealed normal blood counts and blood picture showed no abnormality. Initial ESR was 32 in the first hour and LDH was 852 U/L (normal 230-450). Arterial blood gas analysis showed an oxygen partial pressure of 85 mmHg with normal HCO and lactate level. Chest Based on US scan findings, the possibility cardiac tamponade was suspected and urgent cardiology referral was done. 2D Echocardiogram revealed a large pericardial effusion (size 8 mm anteriorly) with extrinsic compression of the right atrium and a mixed echogenic mass. An urgent pericardial aspirate was performed and 120 ml fluid was removed. Pericardial sheath was kept in-situ in order to aspirate the rapidly filling effusion. Pericardial and pleural aspirates were blood stained and had negative cultures and showed no malignant cells. CECT chest and abdomen revealed an anterior mediastinal mass, most likely a non-Hodgkin's lymphoma (Figure 3 ). Mediastinal biopsy confirmed the diagnosis of high grade Non-Hodgkin's Lymphoma (NHL) and the patient was referred for chemotherapy and oncology follow-up. 
Discussion
In lymphoma, either non-Hodgkin's or Hodgkin's, the frequency of pleural effusion is around 20-30%, and the involvement of peritoneal and pericardial cavities is usually uncommon (1). But, in advanced stage III and IV NHL patients, echocardiographic examination has revealed the presence of pericardial effusion in nearly half of patients (2) . Pericardial effusion due to a malignant anterior mediastinal mass could occur due to direct invasion of the pericardium and / or haematogenous spread. Signs of cardiac tamponade are late, hence, the diagnosis of this potentially fatal condition, should be confirmed by echocardiography based on subtle clinical signs. Cardiac tamponade may occur before significant clinical signs develop. Therefore, an early echocardiography on clinical suspicion should be done to detect early 'compensated' stage of pericardial effusions (4).
In ward ultrasound scan facility is not uniformly available in all hospitals in Sri Lanka and introduced only recently in tertiary care hospitals to facilitate early detection of plasma leakage in dengue patients.Bedside ultrasound can play a crucial role in early diagnosis of certain other life threatening conditions. In our patient, the critical pericardial effusion was detected by bedside ultrasound scanning performed by junior doctors who had no formal training on radiology. This early detection led to rapid diagnosis and referral for pericardial aspiration.
There are many reports where bedside ultrasonography has been used in screening and diagnosis of a multitude of diseases. Farsi D et al, suggested that cardiac ultrasound by trained emergency medicine residents is comparable to echocardiography performed by cardiologists and it could be used as a reliable tool and screening test for initial testing of patients suspected of cardiac abnormalities in the acute setting (5). Two nonrandomized studies concluded that non-radiologist doctors could use of portable ultrasonography, effectively, in musculoskeletal disorders after a short training session (6, 7) . This shows that bedside ultrasonography would be widely used especially in emergencies. 
Conclusions
This case history illustrates that in the absence of typical clinical signs, bedside ultrasonography by junior doctors can detect critical pericardial effusion. In ward bedside ultrasound scan has a potential role in aiding rapid diagnosis of certain life-threatening conditions. Therefore, training junior doctors on basic ultrasound examination would be helpful in early detection of critical conditions.
